M Y, female, aged 70 In 1959 this patient began to have diarrheea, with discharge of mucus and blood. She was admitted to the London Hospital under the care of Professor J M Ledingham. In the first instance she was treated conservatively and this included steroid therapy.
In 1961 a subtotal colectomy and ileostomy was performed. The rectum was not removed. Pathological examination ofthe specimen revealed the typical changes of Crohn's disease, maximal in the distal colon.
In January 1963 she had an attack of intestinal obstruction. This subsided spontaneously, but active disease in the rectal stump began to cause symptoms. At this time there was considerable excoriation of the anal skin with two fistuli and large tags. The excision of the rectum was carried out on January 18, 1963. Her course was uneventful except that the perineal wound remained indolent and did not heal. For about six months she remained well apart from discharge from the unhealed perineal wound. Then the inflammation in the old wound began to extend forwards to both groins.
She was admitted to St Mark's Hospital in October 1963. Her general condition was good. There was indolent ulceration in the natal cleft, extending in the fourchette and up i)to the inguinal regions on both sides. There were also non-ulcerative lesions on both lower legs. Biopsies from various areas were reported on as follows: 'There were collections of giant cells and epithelioid cells which strongly suggest sarcoid reaction. The appearances support tile clinical diagnosis of Crohn's disease.'
Investigations: Hb 78 %. ESR 40 mm in 1 hour (Westergren). WBC 7,500 (polys. 88 %, lymphos. 11 %, monos. 1 %). Total protein 7 5, albumin 3-8, globulin 3-7 g/100 ml. Alkaline phosphatase 11 K-A units. Other liver function tests normal. Mantoux: 1 in 10,000 negative, 1 in 1,000 positive. 18 She was seen by Dr J S Pegum who noted intertrigo of the right submammary fold and both groins, opex granuloma of the perianal region due to spread of Crohn's disease, and eczematides of legs and feet.
At first local treatment only was given, including steroid applications. In November 1963 the wound was curetted and a skin graft applied; this did not take. She was then put on prednisone 40 mg daily, and made fairly rapid improvement. She was discharged in January 1964, the prednisone having been reduced to 15 mg daily.
As soon as she returned home her condition relapsed. Prednisone was increased and she improved. Then all improvement ceased and in May 1964 the lesions had spread back into both groins. Fresh biopsies showed similar changes to those reported previously. She was discharged in June, but was readmitted in September 1964.
A new lesion appeared at this time, a large ulcer 3 x j in. under the right breast; a biopsy of this was reported by Dr B C Morson to show 'chronic inflammation with a florid sarcoid reaction in the dermis'. Routine investigations showed that she was now anemic, with a hemoglobin of 64%. Ileoscopy revealed normal mucosa to 10 cm. It was decided to treat her with 6-mercaptopurine 100 mg t.d.s. She was also given blood transfusions, but no improvement occurred on this regime. From October 30 she was given 20 mg prednisone daily, in addition to 75 mg 6-mercaptopurine daily. Gradually her lesions improved, the one under the right breast healing completely.
In January 1965 the perineum was still not healed, but epithelialization was proceeding gradually.
Dr B C Morson: The skin can be involved in Crohn's disease in two main ways: (1) Anal lesions in association with segmental involvement ofthe gastrointestinal tract, particularly the terminal ileum. (2) Spreading ulceration of the skin of the perineum and buttocks after excision of rectum and colon. Skin changes may also occur around ileostomies and colostomies.
The sarcoid reaction of Crohn's disease can be found in the skin lesions. In this context the word 'sarcoid' is used only to describe the noncaseating tuberculoid granulomas found in about 60% of all cases of Crohn's disease. It is most important to exclude tuberculosis as a cause for the appearances by appropriate investigations.
The particular interest in the case reported here is the presence of a skin lesion under the right breast containing a sarcoid reaction in addition to similar changes in the perineum and groins. There has been only one other case at St Mark's Hospital in which a skin lesion has been found remote from the gastrointestinal tract and separated from the latter by normal skin: this patient had extensive ulceration of the buttocks and perineum after a proctocolectomy for Crohn's disease and a florin-sized ulcer on his penis. A widespread sarcoid reaction was found in biopsies of the edge of the ulcerated areas including the penile lesion. Laboratory investigations failed to implicate tuberculosis as a cause for the appearances. Moreover it is our experience at St Mark's that patients with Crohn's disease in whom the histopathology has some resemblance to tuberculosis fail to respond to antituberculous treatment. The histopathological differences between Crohn's disease and ulcerative colitis are recognizable in most cases of diffuse or segmental inflammation of the colon and rectum but there remains a small minority of cases in which the distinction cannot be made on histopathological evidence alone.
Dr I B Sneddon: As Dr Pegum has asked for suggestions for treatment an experience with a similar patient, a man with Crohn's disease who developed granulomatous ulceration of the groins with acne conglobata, may help. Because of the acne tetracycline 250 mg b.d. and tab. stilbcestrol 1 mg daily were given and much to my surprise the acne and the ulceration healed within three months. Dr A Jarrett: I was a little puzzled by the interpretation of the lesions on this patient's chest and perineum. I understand it has been suggested that these are in the nature of metastases. Sarcoid is now regarded as a tissue reaction to a number of stimuli, which include tuberculosis, leprosy, beryllium and silica, and can occur simultaneously in many tissues. Another puzzling aspect is that sarcoid lesions in the skin rarely ulcerate, yet this is a striking feature in this patient.
Lichen Amyloidosis W E Beer MRCPEd (for P D Samman MD FRCP)
Male, aged 50 History: Eczema of the legs for many years with occasional ulceration. He has had a considerable amount of treatment including injections for his varicose veins. First seen at Westminster Hospital in June 1963 when he had gross lichenification of t oth forearms, legs and feet. In addition, the legs I ad extensive moist eczematous areas with scattered, shallow, small ulcers. There was a larger ulcer behind the medial malleolus of his right leg. Response to outpatient treatment was poor and he was admitted in November 1963. 
